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NEW YORK Page 10-3b
Attachment 4.19-B
TYPE OF SERVICE

Case Management Services
Target Group D2:

Medicaid eligible individuals who:
(i) are seriously and persistently mentally ill, and

(i)  require intensive, personal and proactive intervention to help them obtain service,
which will permit or enhance functioning in the community, and '

(ili)  either have symptomatology which is difficult to treat in the existing mental
health care system; or are unwilling or unable to adapt to the existing mental
health care system; or need support to maintain their treatment connections and/or
residential settings.

METHOD OF REIMBURSEMENT

Each Flexible and Blended Case Management program will receive a regional rate
approved by the Division of the Budget determined by its staffing combination (i.e., the number
of Intensive Case Managers and Supportive Case Managers on a particular team). No bill can be
generated for a particular client unless that client has received at least two face-to-face contacts
during the month. [However, in order to bill] The program as a whole is required to [must]
provide in the aggregate four visits times the number of Medicaid recipients per month per
Intensive Case Management staff and two times the number of Medicaid recipients per month
per Supportive Case Manager. For seriously emotionally disturbed children’s programs or
providers, up to 25% of the total required aggregate Intensive Case Management visits may be
made to collaterals as defined in 14 NYCRR Part 587. For those programs which do not achieve
the required number of contacts, billings associated with the difference between the required
number of contacts and achieved number of contacts shall be withheld pursuant to a schedule
furnished to the provider by the Office of Mental Health. Clients who appear [to be] ready for
disenrollment from the program can be placed into transitional status. The program can bill for
the individual in transitional status during that [period] month if the client receives a minimum of
one visit, but in no instance may a client remain in transitional status for more than two months.
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